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INTRODUCTION

Theroleof the private sector in providing health care servicesin developing countriesis
of great interest to both internationa donorsand nationa ministriesof hedth. Itisoften
assumed that private providerswill beamoreefficient and higher quality dternativeto
public sector providersand away to increase overall resourcesavailableinthe hedth
sector (Griffin, 1989).

However, even descriptive data about the private sector in most devel oping countriesis
lacking. Becausethe private sector isnot regulated, there arefew officia datasources
onitssizeand composition. Researchinthisareaisnascent and encountering numerous
methodol ogical problemsin defining and characterizing the private sector.!

In addition to the paucity of descriptive dataabout the size and composition of the
private health care provision sector, we know little about the demand for and utilization
of the servicesthey provide. A handful of health care demand studies have been
completed using datafrom devel oping countries, however, these studieshave usudly
estimated the demand for curative health services. Recent exceptionsare Schwartz and
Akin (1988) and Alderman and Gertler (1989).

The purpose of this paper isto describe and analyze the utilization of the private sector
for maternal and child hedlth and family planning servicesin developing countries. Given
that these servicesare considered to be priorities by many countries, isthere potential to
increasethelr utilization through the private sector? These questionsare best answered
by household surveysthat can determinethe availability of different typesof providers
and the consumer’ schoice of provider. Nationa household surveysare, however,
costly undertakings. Therefore, apractica first stepisto anayze existing survey data.

Thispaper uses Demographic and Health Survey (DHS) datato describe and anayze
theroleof private health care providersin meeting the public health needs of women
and childrenin devel oping countries. Using DHS datafrom el even developing coun-
tries, we comparethe utilization of the private sector with that of the public sector for
tetanustoxoid vaccination, deliveries, trestment of diarrheal disease, trestment of acute
respiratory infections, and family planning services.

The paper isorganized asfollows: First, we begin with adescription of the DHS data
and the methods used to categorize providersand to andlyzethe utilization rates. Next,
we provide an overview of the health sector for each country, including what is currently
known about the size and composition of the private sector. Theresultsare presented
in Section |V, organized by type of health service. We concludewith somegenera
observationson the variationsin utilization of the private sector for public health services
between countriesand types of service.

¥ Many of these issues are discussed in Berman and Rannan-Eliya (1993).



DATA AND METHODS

The Demographic and Health Surveys program (DHS), funded by the United States
Agency for Internationa Development, has assisted more than thirty countriesto
implement surveyson popul ation and materna and child health since 1985. Datafrom
the DHS surveysincludeinformation on fertility and childhood mortdity levels, theuse
of family planning, attitudestowardsfertility and family planning, marital satus, breast-
feeding, variousmaternal and child hedthindicators, anthropometry, and socioeconomic
characterigtics.

Thesurveyshavelarge national samplesof women of childbearing age. Dataon child
hedlth were collected from all children under theage of five. Table 1 summarizesthe
characteristics of theeleven DHS surveysincludedinthisanalysis. These countries
were chosen because the datawere sufficiently detailed to allow comparisons between
the public and the private sector.

However, asseenin Table 2, even in those countrieswith the best data, the range of
dataavailablewaslimited. Ingenerd, thedetail found inthefamily planning questions
was not found in the questionsfor other typesof services. Even within the same country
survey, ten providersmight belisted asoptionsfor family planning whilefor diarrhea,
only threewerelisted. Wewere unableto use much of the DHS datafor thisanaysis
because many countriesonly defined thelevel of services utilized (pharmacy, doctor,
hospital) and not whether the provider wasin the public or private sector.

Thebasisfor classifying providersinto public, private, or other was not always obvious
or consistent. Werelied primarily on the classification adopted by each country when
they andyzedthedata? For consistency, weincluded traditional providersinthe
“other” category. Inonly afew casesweretraditional providersused morethan 5% of
thetime. Schools, churches, family and friends, and othersareadso included inthe
“other” category. Pharmacies, unlessotherwise specified inthe survey, wereproviders
wereclassified aspublic sector. Other variable definitions also raise questions of
comparability between countries The DHS surveyswere modified to reflect the specific
environment of each country. Sometermssuch as“diarrhea’” wereleft to the respon-
denttodefine. Earlier analysisof the DHS surveys has shown that the accuracy and
completeness of reporting diarrheavaries consi derably between countries and between
socioeconomic groups (Boermaet a., 1991). Systematic differences between countries
inthe probability of reporting anillness, could, of course, affect the reported pattern of
sarviceuseaswell. Unfortunately, thereisno way to know thedirection of such biases,
if they exigt, onthisanalyss.

2 In nearly all countries, the data on family planning were recoded into public, private, and other
categories. It was possible to work backwards and determine which providers were coded as public, and
which were coded as private. We then assumed the same classification for the other types of services.
While this gives us consistency within a country, we cannot be sure of the consistency between countries.



In order to make our analysis comparabl e between countries, welimited the sampleto
ever married women (EMW). Unless otherwise specified, the sub-samplesfor each
type of serviceandyzed in this paper are defined asfollows:

1. TT Vaccination: currently pregnant womenwho received at least onedoseof TT
during the current pregnancy;

2. Ddlivery: dl livehirthsinthelast fiveyears,

3. Treatment of Diarrhea: dl live children under the age of 5who had diarrheainthe
last two weeksand weretaken for treatment;

4. Treatment of Acute Respiratory Infections: al live children under the age of 5who
had cough and/or fever inthelast 2 (or 4) weeksand weretaken for treatment;

5. Family Planning: women currently not pregnant who are currently using modern
contraceptive methods (in Indonesia, Tunisia, and Morocco only for currently married
women).

A mgjor limitation of the DHS dataisthe absence of substantive indicators of family
income. Additionaly, there areno dataon priceor quality of health-care services,
which obvioudy affect utilization and choiceof provider. Therefore, theanadysisthat
can bedoneisprimarily descriptive. When possible, the sampleswereweighted in
order to berepresentative of the nationa populations.



ECONOMIC AND HEALTH SECTOR
SITUATIONS IN THE STUDY COUNTRIES

The countriesincluded inthisanalyssvary greetly in both their levelsof economic
development and the structure and financing of their hedlth-care systems. Table3
comparesthe size, urbanization, income, and infant mortality ratesof the countries.
With the exception of Botswana, the African countriesarelessurbanized and have
lower GNPs per capitathan the countriesin the other regions.

With these characteristics, one might expect that the private sector utilization would be
lower inthe African countries— constrained by both supply (insufficient population
concentration for multiple providers) and by demand (insufficient resourcesto spend on
health care). Preliminary research by Berman and Hanson (1994) however, suggests
that whileincomeisanimportant determinant of total quantity of servicesprovided, itis
unrelated to the proportion of providersthat areprivate. Datain Table4 support this
finding— whilethe quantity of physiciansand hospital bedsper capitais lowestinthe
African countriesand higher in the Latin American countries, the proportion of provid-
ersintheprivate sector ishigher in Africafor thefew countrieswhere dataare avail-
able.

Thegod of our anaysswasto examinetheoveral leve of utilization of theprivate
sector for each of the services described above and to comparethelevel of use be-
tween countriesand between serviceswithin acountry. Inaddition, we aso explored
thevariationin use of the private sector by selected socioeconomic characteristics. The
characteristicswe chose were place of residence (urban or rural); mother’sage (in5
year groups); mother’ seducation (non, primary, secondary, and higher); and mother’s
current employment status (working or not working).

Whilewe havelittle dataon the size of the private sector, Table5illustratesthat private
hedlth expendituresare sgnificant in most of the countriesincluded inthisanaysis. In
the Sudan, 85 percent of total health expenditures are estimated to be private expendi-
tures. Theamount of private expendituresasapercentage of tota heath expenditures
was bel ow 40 percent in only two countries (Kenyaand Tunisa). However, littleis
known about what types of services peopleare purchasing in the private sector. While
thisanalysishas no information on expenditures, it does attempt to describethe extent
to which the private sector isused for materna and child health and family planning
sarvice.



LEVELS OF PRIVATE SECTOR USE: BY
INTERVENTION AND BY COUNTRY

This section summarizesthe results of tabulations of usage patternsof private providers
for thedifferent interventions covered by the DHS surveys. In addition, wereview
patternswithin countriesto determine whether thereisacons stent pattern of high or
low usefor other servicesand when private useishigh or low for some services

Tables6 and 7 present the percentages of respondents reporting service usewho
received carefrom public, private, and other types of providers. Thesefigurescan be
treated as* conditional probabilities’ of private sector use, i.e. conditional onaprior
decision to use services or seek treatment.

Figure 1 displaystheresultsfor source of materna tetanustoxoid vaccination , which
wasreported infive countries. In al of them more than three quarters of vaccinations
were obtained from public providers. Only Ugandareported significant private provi-
sion of thisservice, at 20 percent.

The survey questions concerning deliveriesmainly concerned i dentifying thelocation of
the ddivery intermsof public or private clinicsand hospitalsor homedelivery. Howev-
er, thisinformation does not provideafirm indication of who attended the delivery and
whether they did soinapublic or private capacity. For example, itispossiblethat a
private physician or midwifewould attend delivery inapublic hospital. A publicly
employed provider might also attend in aprivatefacility in aprivate practicerole. A
public or aprivate provider could attend ahome birth. Mot of the home birthswere
probably attended by traditiona birth attendants, who are generally private practitioners
athough they may receive government-financed training and supplies. In Indonesia,
home births might a so be attended by publicly employed midwives, however they might
frequently do thisin aprivate capacity, receiving fee-for-service payment. Figure?2
indicatesthat, in three of thefour countriesproviding dataon deliveries, homebirths
accounted for more than 60 percent of all livebirthsreported inthelast 5 years. Facili-
ty-based births dominated only in Tunisia, where public facilitiesaccounted for more
than 60 percent of thetotal. Itislikely that private providers are the dominant source of
birth attendance.

Thedataon treatment of diarrhea vary substantially in detail from country to country.
For example, in Indonesia, 12 alternative sources of diarrheatreatment were noted,
including four levelsof government provider (village heath worker through hospital),
seventypesof private providersranging from drug shopsto private hospitals, and other.
In contrast, for Kenyaand Uganda, the question listed only private doctor, hospital/



clinic, and other, making it impossibleto identify private providers (these datawere not
used). Figure 3 showsthe breakdown of sources of treatment for diarrheain termsof
public, private, and other typesof providers. Itislikely that “other” includes private
providersaswell, although probably thosewith lesser qualifications.

Theresultsfrom eight countriesare split. In four countries: Botswana, Sudan, Morocco,
and Tunisia, public providers account for morethan 60 percent of thetreated diarrhea
cases, with Botswanacloseto 100 percent. In Bolivia, public providersaccount for just
over half the cases— 52 percent. In the other three countries, Guatemala, Paraguay,
and Indonesiaprivate practitionersand other account for more than 60 percent.

The questionson source of treatment for childhood acute respiratory infections were
similar to thosefor diarrheaand are also presented in Figure 3. Dataon public and
private sector treatmentswere only availablefor five countries. All of these had informa-
tion ondiarrheaaswdll. The patternswerefairly smilar. In Botswanaand Sudan public
providersweredominant. In Bolivia, just over half (56 %) of treated ARI wastakento
public providers. In Paraguay and Indonesiaprivate providerswere amore frequent
source of treatment.

Figure4 presentsthat resultsfor source of family planning services. Sincethiswasone
of the core questions of the DHS, dataareavailablefor al countrieswereviewed. They
follow apredictable pattern. For the Latin American countries, non-government provid-
ersarethe dominant source of family planning services, over 60 percentinall cases.
Thisreflectstherel uctance of many Latin American countriesfor stateactivismin
promoting or providing family planning services. In contrast, in much of Africa, the
Middle East, and Asiafamily planning has been predominantly agovernment initiative.
In these countries, alarge non-government provision rolewasreported from Uganda
and Sudan (47 and 42 percent of usersrespectively), with Kenyaand Indonesa
reporting somewheat lessprivate provision.

Only two countries provided dataon ante-natal care. In Morocco, about half of those
receiving thispreventive servicereported use of private providers. In Tunisia, only a
quarter used the private sector.

Overall, theresults support expected patterns. For the more*“ public goods’ type of
service, those with important market failures on the demand side such asimmunization
and family planning, private providersplay aminor rolein most countriesreviewed.
These public goods are servicesfor which private demand would be expected to be
weak at least at the advent of making the service or technology available. Thiscorre-
spondswith limited private supply of such services, hencelow reported levelsof actual
privateprovison.

In contrast, thetreatment of symptomatic and commonillnessisamajor source of



private demand for health care— in fact one of the mgor functions of most private
providers, including those without forma medica qudifications. For such services,
private provisionismore common. We should expect to find smilar resultsfor treatment
servicesfor many common diseases, including thosewhich arethefocus of intensive
public hedth campaigns, such astuberculossand maaria.

Attendanceat deliveries presentsamore complex case. Thereissignificant private
demand for birth attendance, dthough it may not befor modernclinical skill. Thereis
aso sgnificant public provision, intheform of medica and midwifepersonnel. Thereis
aso publicintervention to modify private provisonintermsof training and suppliesfor
traditiond birth attendants. Unfortunately, the DHS datado not permit an assessment of
therelativerolesof different public and private providersin birth attendance. They do,
however, indicate strongly that the main venue of such provisionisthehome.

Another way of looking a the DHS datawould beintermsof patternswithin countries.
Isalow or high degree of private service provision consi stent across different types of
servicesor isthe private provision role more haphazard? Datawere availablefor eight
countrieswith at least three different types of servicesreported: one country had five
services, five countries had four services, and two countries had three services. For
amplicity, the dataare presented asthe proportion of serviceuseat all non-government
providers, i.e. combining private and “other”.

Figures5 and 6 present resultsfor two groups of countries, thosewith fairly consistent
levelsof private provision acrossthe different servicesfor which datawere available
(Group 1) and thosewith substantial variation acrossservices (Group I1). InGroup |
(Figure5) Botswanaand Tunisiaboth report low levels of non-government service use
acrossall the servicesestimated. In contrast, Paraguay reportsfairly highlevelsof non-
government serviceuse.

InGroup |1 (Figure6) thereissubstantia variation. Indonesiareportsahigh level of
public provisonfor family planning, but not for other services(NB: in thesefigures
deliveriesare presented for type of location not type of provider, asdiscussed above).
InBolivia, TT immunizationis predominantly government provided, treatment of child-
hood ilInesshas significant private sector provison, and family planning islargely pri-
vately provided. Guatemaaaso hasahigh leve of public provisonfor TT immuniza:
tion, but much lower levelsfor diarrheatreatment and family planning services.

Whiletheseresultsdo provideasingle universa pattern, they do suggest that within
some countries public provison asoinitialy dominatesthe more public goods, while
private providersremainimportant for awide range of privately demanded services.



THE ROLE OF INDIVIDUAL AND
HOUSEHOLD FACTORS IN PREFERENCE
FOR PRIVATE PROVIDERS

Asnoted above, the DHS collect dataon avariety of individua demographic and
soci0-economic characteristics. Most of these apply to themain DHS respondents,
mothersand women of child-bearing ages. Sex of thechildisaso availablefor services
provided to children. In terms of demographic measures, we analyzed women’' sageand
child sex.

Household socio-economic statusis not well measured inthe DHS. No direct measures
of economic status are available, such asincome, expenditures, or substantial measures
of household assets. Socio-economic factors must therefore be represented by associ-
ated measures. We used women'’ s education, women'’ sreported employment status (a
dichotomousvariable of working or not), and urban or rural location of residence.
Whilewe recognizethat these are crude measures, particularly on the household
economicsside, they do provide someuseful insgghts.

Table7 summarizesadescriptivereview of the association of thesevariableswith the
probability of useof private providersfor the different interventions. Thetablereflects
any systematic relationshipsthat appear acrossall the countriesreporting resultsfor
eachtype of intervention. There may however a so be hedlth effectswithin anindividua
country which are not reflected.

The number of countriesreporting each type of intervention isnoted in the second
column of thetable. Whilefamily planning use patternswereincluded inal thesurveys
(12), of the hedlth questions only diarrheatreatment wasincluded in morethan haf the
surveysreviewed. Other questionswere availablein four or five countriesout of eleven,
and not the samefour or five countries. Sincethe countriesin thisreview were selected
onthebasisof having morerelevant dataavailable, it should be clear that the non-
systematic collection of health-related dataacross DHS countries serioudy impedes
comparative studiesof thistype.

Overdl, urban residence, higher levelsof education, and forma employment are posi-
tively associated to varying degreeswith use of private sector servicesfor dl theinter-
ventionsreviewed. Thiscorrespondswell with thegeneral observation that private

service supply isgreater in urban areasand morelikely to reach those of higher socio-
economic status. These associations, however, do not indicatethat private service
provisonisinggnificantinrural areasor for householdswith women with less schooling,
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which may make up alarge portion of the high risk groupstargeted for interventionslike
diarrhed disease control. Asdiscussed above, theimportance of thesefindingswill vary
withtheoverdl level of private provision, whichisgreater for those* non-public” goods
for which thereissubstantia private demand. Thisisparticularly important for the
treatment interventionsrelating to childnood il Inesses: diarrheaand ARI. Each of the
interventionswill bediscussed in turninthefollowing paragraphs.

TT immunizationismainly provided by the public sector. Thelimited non-government
provision shows some evidence of biastowards urban househol dswith better educated
mothers, athough thisisprobably not of great significanceinthe overall coverage of
highrisk groupswith TT vaccine. (Berman et al 1993 provides evidence from Indone-
gaof how effectivenessof TT immunization may increasewith better coverage of rural
womenwith lower levelsof education).

Andysisof ddivery servicesfocuseson ddliveriesdonein privatefacilities, Sncewe
cannot identify public or private provisonin thosereported ashome ddliveries. Private
facility deliveries made up between 4 and 11 percent of al deliveriesreportedin thefour
countries and were biased towards urban areas and better educated mothers. Theonly
association found between private sector use and women’ sagewasfor place of deliv-
ery, withwomen in the middle child-bearing ages (25-34) being morelikely to use
privatefacilities. Thismay include associ ationswith income (younger women may be
poorer on average) and parity.

Thetwo treatment interventions: diarrheaand ARI, showed highlevelsof government
provisioninthe African (Botswanaand Sudan) and Middle Eastern (Tunisaand Mo-
rocco) countriesreporting. Theformer may reflect lack of supply, whilethelatter may
be better interpreted asthe result of more systematic public provision policies. Non-
government provision wasdominant in Indonesia, Bolivia, Paraguay, and Guatemaa
Acrossal these countriestherewasagenera tendency for private provision to be more
prevaent in urban areas and for households with employed and better educated moth-
ers. However, the differenceswere not that large, asshownin Figure 7. 1n other
words, private provision of these servicesis substantial evenfor rural and lower socio-
economic group households and may merit more attention.

For family planning services, the pattern of public and private provision showsstrong
regiond variation, with private provison dominant in Latin Americaand public provison
dominant inthe other countries. Although thelevelsof usediffer, the association of
private sector use with urban residence, fema e education, and employment ispositive
and smilar acrossd| the countries. Wefound no systematic link across countries
between private sector use and type of contraceptive provided.



SUMMARY AND CONCLUSIONS

Using the available DHS datafrom eleven devel oping countries, we anadyzed therole of
the private sector in meeting the needsfor materna and child health and family planning.
These servicesare considered to be prioritiesby most countries, however, littleis
known about where women seek these servicesfor themsalvesand for their children.
Asmany countriesmovetoward alarger rolefor the private sector in the provision of
health care services, they must addresstheredlistic potential for the private sector to
providethese public health services. A first stepinthisprocessisto determinethe
extent to which these servicesare currently provided by the private sector.

Thisandysishas shown that overall, private sector usereflects expected patterns: lower
for themore* public” goodswith significant demand side market failures such asimmu-
nization and family planning, and higher for more private goods such astreatment of
childhood diseases. 1n some countries, particularly thosein Latin America, and Indone-
Sa, thelevelsof private sector utilization are quite high— often morethan haf of the
treatmentsfor diarrheaand ARI are provided in the private sector. In contrast, vacci-
nations continueto be provided dmost entirely by the public sector. Aninsufficient
number of countries had dataon deliveriesor prenatal carefor usto draw many conclu-
sgons,

These patterns may be significantly modified by country-specific conditions, affecting
both demand and supply. For example, in Latin America, thelower level of state action
infamily planning hasresulted in adominance of private provision for that service. In
Africa, congtraintsto both private demand and supply related to general economic
conditionsmay limit private provision, even of illnesstrestments. Whereincomes
permit, for examplein Botswana, or Tunisiaand Morocco, policiesto assurepublic
provision of serviced so significantly affect the public-private mix of provision.

Doesthe evidence suggest private provison may beasgnificant factor in thepriority
public sector hedlth and population agenda? Theanswer fromthisreview isaqudified
yes. Totheextent that primary curativeinterventionsoffer potentia for cost-effective
hedlthimprovements, it islikely that private providersare animportant source of
servicesin many countries. However, based on the DHS datawe can only describe use
patternsfor two childhood diseases. More dataare needed on significant adult and
reproductive hedth morbidities. For themore* public” goodsof immunization and
antenata care, thelimited evidence suggeststherole of private providersremainssmal.
Infamily planning, private provisonissignificant in some countries, depending onloca
conditions.

Theandyssthat ispossiblewith existing DHS dataisvery e ementary and omitsmany
important variables. For example, without information on thequality of public and
private services, one cannot determine whether high levelsof private use enhancethe

11
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overall coveragewith priority servicesor areadetriment to health. National dataon the
overd| supply of private provision aregeneraly lacking, making it impossibleto deter-
minetherelativeimportance of private sector usein nationa health care systems. Price
variablesfor providersand important individua and household characteristicssuch as
incomeand perceptionsof quaity asolimit our ability to explain different patterns of
public and private sector use. The descriptive anaysiswe have doneissuggestive of
behaviora factors operating on both the supply and demand side, but insufficient to
evauateit or to recommend appropriate actions.

A further constraint has been thelimited and ad hoc inclusion of hedlth-related questions
intheDHS. Although the DHSisthe most significant global effort to dateto study
maternal and child hedlth services cross-nationdly, hedlth-rel ated questions have been
goplied unevenly. Thislimitsthe potential for comparativeandyses. Thedifficulty is
compounded by inadequate definitions of key terms, such asthat for “public” and
“private’ provider and different typesof provider within these categories.

Thereisgrowing recognitioninternationaly that privately provided health careiswide-
gpread and Significant in reaching the general population, including the poor and those at
risk for many priority problems. Privately provided services should contribute moreto
nationa health goals— especialy where national resourcesarelimited and private
providersaready comprise an acceptabl e source of servicesto much of the population.
Wisepoliciesto derive more benefit from these national resourcesrequire better under-
standing of what private providers provide, to whom, and at what level of quality, price,
and cost. The DHS can make animportant contribution to thisknowledge. Further
analysisof theexisting surveysis certainly needed, dong with improvement of future
urveys.
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Appendix 1

TABLE 1 Summary of DHS Surveys Included in Analysis

Region/Country Code Year Respondents Sample Size

Latin America & Caribbean Region*

Bolivia BOL 1989 All women 15-49 7923
Colombia COL 1990 All women 15-49 8,644
Guatemala GUT 1987 All women 15-44 5160
Paraguay PAR 1990 All women 15-49 6,262
African Region
Botswana BOT 1988 Allwomen 15-49 4,368
Kenya KEN 1988/89  All women 15-49 7150
Sudan SUD 108000 Lo mamiedwomen 5860
Uganda UGA 1988/89  All women 15-49 4,730
Asia & Near East Region
Indonesa IND 1991 Ever-married women 22,909
Morocco MOR 1987 Ever-married women 5982
Tunisa TUN 1988 Ever-married women 4184

*Regions are those used by USAID



TABLE 2

Data Available by Country and Type of Health Service

Country TT/Vacc Delivery TX of Diarrhea TX of ARI PII::rmlilr?g
Latin Americaand Caribbean
Balivia X X X X X
Colombia X
Guatemaa X X X
Paraguay X X X
African Region
Botswana X X X X
Kenya X
Sudan X X X
Uganda X
Asiaand Near East Region
Indonesia X X
Morocco X
Tunisia X
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TABLE 3

Basic Indicators

Country FZ?nF:IlIJ i'g::g)n Percent Urban CaGp::IaP (FL)JeSt $) InfantRhgf)(artallty
Latin America and Caribbean*
Balivia 730 52 650 83
Colombia 3280 7 1,260 23
Guatemaa 950 40 930 60
Paraguay 440 48 1270 b
African Region
Botswana 130 2 2530 H
Kenya 2500 24 340 45
Sudan 2.8 2 NA A
Uganda 16.90 ik 170 107
Asiaand Near East Region
Indonesia 181.30 3 610 b
Morocco 25.70 49 1,030 43
Tunisia 820 5% 1,500 2

NOTES: Data are for 1991

NA=data not available

SOURCE: World Development Report, 1993

*These are regions as defined by USAID



TABLE 4 Public and Private Provision of Health Care

Physicians per Percent Inpatient Beds Percent of

Country 1000 pop  Physiciansin  per 1000 pop Beds in
(88-92)/a Private Sector (85-90)/a Private Sector

Latin Americaand Caribbean
Bolivia 048 13 13/b
Colombia 087 15 16/c
Guatemala 044 NA 17 18/b
Paraguay 062 5/c 10 11/b
African Region

Botswana NA NA NA NA
Kenya 014 40/c 17 3lc
Sudan 0.09 NA 09 NA
Uganda 004 NA 08 57/d

Asiaand Near East Region

Indonesia 0.14 6/c 07 3l/e
Morocco 021 50/f 12 NA
Tunisia 053 36/c 20 NA
NOTES: a: World Development Report, 1993

b: PAHO, 1990

c: Berman and Hanson, 1994
d: Delius and Lule, 1993
e: World Bank, 1985

f. World Bank, 1985
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TABLE 5

Country

Health Care Expenditures

Total Health Expenditures Private Expenditures as a

per Capital (US $ - 1990) Percent of Total
Latin America and Caribbean
Balivia 5 40
Colombia 50 5
Guatemaa K1l 43
Paraguay 37 57
African Region
Botswana NA NA
Kenya 16 37
Sudan 2 &
Uganda 6 53
Asiaand Near East Region

Indonesia 2 65
Morocco % 61
Tunisia G 33

Source: World Bank, 1993



Use of Selected MCH and Family Planning Services in Public and
TABLE 6 Private Sector (Percent of Respondants Reporting Use of Each
Type of Provider)

TT Vaccination Prenatal Care Delivery

Country

PU PR OT Total | PU PR OT Total | PU PR HO OT Total
LAC
Bolivia 83.70 2.10 14.20 100.0 NA 27.40 10.40 61.00 1.30 100.0
Columbia NA NA NA
Guatemala |80.60 3.00 16.40 100.0 NA NA
Paraguay NA NA NA
AFR
Botswana 100.0 0.00 0.00 100.0 NA NA
Kenya NA NA NA
Sudan 95.80 3.20 1.00 100.0 NA NA
Uganda 74.10 20.90 4.90 100.0 NA NA
ANE
Indonesia NA NA 9.10 11.50 79.00 0.40 100.0
Morocco NA NA 18.90 4.60 76.50 0.00 100.0
Tunisia NA NA 63.90 4.20 31.70 0.20 100.0

Notes: PU=public, PR=private, HO=home, OT=other, NA=data not available

Source: DHS Surveys
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Use of Selected MCH and Family Planning Services in
TABLE 6 Public and Private Sector (Percent of Respondants
Reporting Use of Each Type of Provider) (continued)

Treatment of Diarrhea

Treatment of ARI

Family Planning

Country

PU PR OT Total | PU PR OT Total | PU PR OT Total
LAC
Bolivia 51.80 32.60 15.60 100.0|55.90 37.10 7.20 100.0|33.70 63.50 2.70 100.0
Columbia NA NA 27.00 69.40 3.70 100.0
Guatemala |29.90 48.70 21.50 100.0 | NA 35.50 61.90 2.80 100.0
Paraguay 32.10 55.90 12.20 100.010.40 54.40 4.90 100.0|10.40 83.70 6.00 100.0
AFR
Botswana 9420 3.80 2.10 100.0|98.40 1.10 0.50 100.0|92.70 7.30 0.10 100.0
Kenya NA NA 71.20 27.60 1.30 100.0
Sudan 77.50 18.00 4.50 75.20 22.20 2.60 100.0|58.30 35.90 5.70 100.0
Uganda NA NA 53.10 44.10 2.90 100.0
ANE
Indonesia 40.10 50.60 9.30 100.040.30 53.80 5.90 100.0|76.10 21.70 2.20 100.0
Morocco 70.80 23.30 5.80 100.0 |[NA 62.00 21.40 16.60 100.0
Tunisia 68.00 31.00 1.00 100.0 |NA 76.50 22.40 1.00 100.0

Notes: PU=public, PR=private, HO=home, OT=other, NA=data not available

Source: DHS Surveys



TABLE 7

Effect of Demographic and Socio-economic Individual Variables on
Probability of Private Provider Use

Demographic

Socio-economic Variables

# of Variables
Countries o . A ]
Reporting Mother's . Mother Mother's Urban
A Child Sex Working Education Residence
Tetanus Toxoid 4 No effect NA A]I‘_rx:a(lz()2 ) * + +
Place of Hi?nhg in
Delivery 4 child-bearing A * + +
(privete facility)
ages
Diarrhea + (except
Treatment 8 No effect No effect + + Paraguay)
Slightly
higher for + (small + (small
AR Treatment > No effect femaesin  difference) * difference)
LA
Family Planning n No effect NA + + +

NA means measure not applicable

"+" signifies variable positively associated with probability of private provider use

"No effect" means no systematic effect discernable across countries reporting. Effect might be present in individual

countries, see text.
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FIGURE 1
Source of TT Vaccination
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FIGURE 3
Source of Treatment for Diarrhea
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FIGURE 4
Source of Family Planning Services
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FIGURE 5

Variation in Private Provisions Across Countries - Group |
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FIGURE 6

Variation in Private Provisions Across Countries - Group |l

Proportion of Service Use in Private and

Other Non-public Sectors: Morocco

Diarrhea FP

Proportion of Service Use in Private and Other

Non-public Sectors: Indonesia

DEL Diarthea ARI FP

Proportion of Service Use in Private and Other
Non-public Sectors: Bolivia

80

60

40

20

™ DEL Diarrhea ARI FP

Proportion of Service Use in Private and Other

Non-public Sectors: Guatemala

™ Diarthea FP



FIGURE 7

Percent Treatment of Diarrhea and ARI by Place of
Residence, Mother's Level of Education, and Mother's Work
Status
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Percent Diarrhea Treatment in Private
Sector by Whether Mother Works
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